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_ FOREWORD 


I have great pleasure in presenting the Sector Strategy Paper series of 
publications in the hands of ACTIONAID India Programme Staff. 


The strategy papers come into effect from January 1996 and are valid 
through the next three years. 


A considerable amount of effort has gone into the preparation of these 
papers and I am confident that they will serve as guidelines for 
programming and prioritising work both at micro and macro levels. 


AMITAVA MUKHERJEE 
Bangalore Executive Director 
January 2, 1996 
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PREFACE 


ACTIONAID India has undergone significant changes over the past few years - not only in terms of size 
and geographic spread but also in terms of portfolios, policies and strategies. In order to formalise these 
key changes, ACTIONAID India brought out a Country Strategy Paper 1993-97 (CSP) after a series of 


consultations with project partners, ACTIONAID staff and some eminent persons in the development 
sector. 


The CSP highlighted : 


a) Ashift in orientation from the traditional “service delivery” approach in sectoral programmes 
towards “sustainable development” and empowerment. 


b) Diversification into policy work, research, documentation, and sectoral “issue” based 
interventions to complement the micro-project level work. 


C) Reliance on the “local” context of poverty - for the formulation of locally relevant, and 
therefore, flexible and robust policies of intervention. 


The other implications of the formulation of the CSP were: 


a) A clear definition of mission, values and objectives, and the formulation of ACTIONAID 
India’s programme policies in broad terms. 


b) Identification of priority areas and districts for interventions. 


Cc) Restructuring of the organisation - more specifically, the setting up of the Development 
Support and Research Division (earlier DSD) and the regional offices - which has also meant 
the recruitment of additional human resources. 


As a natural sequel to the formulation and adoption of the Country Strategy Paper, it was necessary 
to formulate a set of commensurate region-specific and sector-specific strategy papers, both reflecting 
these changes and addressing the issues arising out of these changes. 


The regional offices set up as a part of restructuring, would be bringing out Regional Strategy Papers 
(RSPs) dealing with region specific themes to be addressed in more detail. 


Aseries of sector related working papers have been prepared during the formulation of the CSP under 
the title “Country Strategy Paper Series”. However, these papers focused more on the situation 
analysis, and the strategies looked at were general and broad. Thus there was a need for preparing 
Sector Strategy Papers in all thematic areas - Education, Health and Livelihood Systems (Natural 
Resource Management, Non-Farm and Savings & Credit). 


Keeping in view the growth of the organisation and its activities, these Sector Strategy Papers should 
contribute towards a reduction of vagueness, incompatibilities and ad hocism. 


Accordingly, the DSRD undertook the task of preparing the Sector Strategy Papers, a process which 
has taken about a year and a half. To begin with, work groups were formed with members from both 
within ACTIONAID and outside having diverse experience both at grass root and policy levels. The SSPs 
which were prepared after a series of consultations by the work groups were presented in separate 
Experts’ Workshops held for the purpose during December 1994 and January 1995. Experts from all 
over the country were invited to these workshops for deliberations. 


Subsequently, the revised drafts were discussed among ACTIONAID India staff and ACTIONAID India 
project partners in workshops held between February and December 1995. The present versions of 
the Sector Strategy Papers incorporate useful comments/suggestions received from both the above 
workshops. These Sector Strategy Papers provide the necessary guidelines and principles for 
programme development, clarify ACTIONAID India’s stand on important development issues, and thus 
serve as instruments of advocacy within the development sector as a whole. They are operational with 
effect from January 1996. 


I take this opportunity to express our profound thanks to all the participants of the respective work 
groups, the experts, and all those who have commented on the various drafts, for their time, dedication, 
cooperation and support. 


J ACHARYA 
Director 


Bangalore 
Development Support & Research Division 


January 2, 1996 
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HEALTH SECTOR STRATEGY PAPER 


1. INTRODUCTION 


Health is considered a vital component of any integrated rural develop- 
ment programme. The correlation between health and the other 
aspects of the quality of life are strong, and health indicators are 
generally considered as valid proxies for the overall quality oflife ofrural 
communities in the developing world. ACTIONAID’s efforts at formulat- 
ing a strategy for its health activities date back to 1989 when an AA 
International Health Task Force met in Kenya and came out with its 
recommendations, Their major recommendations were as follows: 


- ACTIONAID is committed to the primary health care ap- 
proach as defined in the Declaration of Alma Ata. 


- Primary health care activities will form an integral part of all 
ACTIONAID programmes. 


- Emphasis will be placed on the development of community 
based health programmes in which the community fully 
participates in the planning, implementation, monitoring 
and evaluation of health activities. : 


- Primary health care activities must be fully integrated with 
other programme components. 


- Priority should be given to the most vulnerable and to the 
most in need. 


- Health programmes should always be as comprehensive as 
possible. Ill health in adult males, and women not currently 
pregnant or breast feeding children, will still have a profound 
impact on the whole household economy. 


- Whatever primary health care activities are appropriate in 
any given situation and are incorporated into an ACTIONAID 
programme, should be available to all eligible persons in the 
project area. As well as being an issue of equity, this is usually 
a necessity for effective communicable disease control. 


- In general, ACTIONAID should pursue an active collabora- 
tion with the formal health service and ensure that they gain 
a positive view of our programmes. 


In 1992, ACTIONAID India, as part of its Country Strategy Paper 
preparation, formed a working group for outlining its strategy in health. 
In general the group endorsed the recommendations of the task force 
and additionally stated that its role in the health sector should be 
enlarged so that ACTIONAID actively involves itself in promoting 
contact and coordination between all players in the health sector in 
India. Efforts will be made to network with the government health 
machinery and also other NGOs, both national and international, and 
private agencies, in order to: 
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- put pressure on the government for greater involvement of 
NGOs in the conceptualisation, planning, administrative 
control and implementation of health care programmes; 


- identify local NGOs who could assist DAs in the planning of 
their health activities, training of their staff, monitoring of 


their activities and supervision. 
This Strategy Paper attempts to detail the various activities and their 
principles and objectives, that should be addressed, especially in the 
light of the need for developing programmes which could be sustainable 
and empowering. 


2. HEALTH, DEVELOPMENT AND POVERTY 


The World Health Organisation (WHO) defines health as a state of 
complete physical, mental and social well being, and not merely the 
absence of disease or infirmity. This definition is widely accepted as it 
not only puts health care intervention into its proper perspective but 
also emphasises the need to integrate all other developmental efforts 
which could make healthy living possible. 


A health care intervention, thus, is not confined to care in illness or 
curative care, but incorporates efforts on the part of all health workers 
for prevention of illnesses, promotion of healthy living conditions, 
health education and so on. It also emphasises the need to look at 
health care as an integrated system of provision of primary health care 
with adequate secondary and tertiary level referral support. 


Health must be seen as a part of development, for it is both an outcome 
of development as well as a condition for achieving development. The 
Alma Ata Conference (WHO, 1978) recognised that health is dependent 
on social and economic development, and also contributes to it. 
Iniquitous social and economic development creates an iniquitous 
health status of the people and that in turn affects the quality of life and 
productivity of various strata of society. 


ACTIONAID defines poverty as the lack of access to, and control over, 
the social, economic and political resources required to meet basic 
human needs with dignity. Poverty is a fertile social ground on which 
grows the overwhelming majority of diseases suffered by the poor, and 
also, poverty is the social state which drastically reduces the access of 
the poor to health care resources making them vulnerable to chronic 
and fatal diseases. This chain continues, as the outcome of ill health 
is more poverty. Thus in brief, for the poor, health status is an outcome 
of, an indicator of the degree of, and a condition for emancipation from 
poverty. Especially within the economically poor, gender, certain age 
groups (children and the aged), caste, community and religion deter- 
mine the health status as well as access to health care services. 


The cost of health care borne by the poor - in the market when 
accessing qualified or unqualified practitioners, in hospitals and 
nursing homes, while utilising government services, the purchasing 
medicines and other necessities - is likely to be one of the important 
causes in perpetuating and increasing poverty. It is believed that a 
substantial part of the health expenditure of poor families is taken on 
loan. Onealso learns from West European history that one concern that 
prompted governments in the late 19th/early 20th century to accede 
to the demand for increasing state finance of health care (including the 
inauguration of social health insurance and later, national health 
services) was theincreasing reports of indebtedness and pauperisation 
due to ill health and the cost of health care. It is unanimously accepted 
that there is a strong relationship between sustained poverty, ill health 
and the cost of health care. 


1] 
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3. HEALTH STATUS OF INDIAN PEOPLE 


3.1 Demographic Profile 


As per the Census of 1991, the population of India was 846.3 million, 
of which only 25.73% lived in the urban areas. Approximately 40% of 
the population was below 15 years of age and 9% came under the age 


group of 55 years and above. 


Expectation of Life at birth (1980) was 54.4 years, and it was projected 
to rise to 61.1 years in the 1991-96 period. For several decades, the 
sex ratio (number of females per 1000 males) has shown a steady 
decline, from 972 in 1901 to 930 in 1971. There was a marginal 
increase to 933 in 1981, which plummetted to 927 in 1991. 


The birth rate (1990) was 30.2 per 1000 population (rural 31.7 and 
urban 24.7). The death rate (1990) stood at 9.7 per 1000 population. 
However, the death rate (1988) in the 0-4 age groug of children was still 
as high as 33.3 for the country as a whole (rural 35.7 and urban 18.7). 
In this age group the death rate was also high for females in the rural 
areas, being 35.1 for male children as compared to 39.1 for females. 
Experts have noted that the relative biological advantage of a female 
child during the neonatal period tends to disappear with the increase 
in age as the strong patriarchal discrimination against females come 
into play. Further, itis observed that in States where mortality rates are 
high, the mortality rates are also high for females in the age groups O- 
4 years and 5-9 years, testifying to the fact that female children are 
normally neglected and discriminated against. 


Table 1: Demographic and Socio-economic Profile 


a 
Population (millions) 846.3 86.37 66.18 44.01 139 
ex ratio (Fem/ 1000 Males) 927 910 931 910 879 
Birth Rate 30.2 32.9 3 gaa | 33.6 35.6 


Death Rate = We 10.6 12.6 9.6 AZ 


Infant M.R. 80 75 111 84 99 


Expectation of Life at Birth © 54.4 52.3 50.2 46.8 52.5 


% of people illiterate 47.89 61.46 5G,00 61.19 58.3 


% Below Poverty line . 29.9 40.8 OO.7 24.4 35.1 


3.2 Mortality Profile: 


Over the years there has been a steady decline in the Infant Mortality Rate. In 1990 it stood at 80 per 
1000 live births. However, the rural urban disparity was very high as the IMR was 50 in urban and 
86 in rural areas. 


The statistics on causes of death are available from the surveys published by the Registrar General 
of India. Accordingly in 1989, the leading causes of death after senility (23.8%), were Disorders of the 
Respiratory System (20.2%), Diseases of the Circulatory System (10.9%), Causes peculiar to Infancy 
(9.8%), Fevers (7.4%), etc. Looking at the causes peculiar to infancy, one finds that 48.2% of infants 
die due to prematurity followed by respiratory infection (14.7%), diarrhoea (7.3%), umbilical cord 
infection (5.7%), etc. This shows that the biggest cause ofinfant deaths, prematurity, which hasa direct 
relation to women’s health, and some other major causes of deaths in infancy, remains unaffected or 
is only marginally affected by immunisation coverage. 


Thus it can be seen that the majority of deaths in the country are due to infectious and parasitic 
diseases, and particularly respiratory diseases. Further, in the causes attributed to the circulatory 
system, anaemia is a major cause of death, particularly amongst women. In respiratory system 
disorders, tuberculosis accounts for a significant proportion of deaths as shown in the Registrar 
General’s earlier surveys. TB was found to cause about 6% of all deaths surveyed in rural areas. 
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Table 2: Estimated Infant Mortality Rates per 1000 live births, 1990” 


COMBINED 
70 


ANDHRA PRADESH 
ASSAM 

BIHAR 

GUJARAT 
HARYANA 
KARNATAKA 
KERALA 

MADHYA PRADESH 
MAHARASHTRA 
ORISSA; < 4: 
PUNJAB 
RAJASTHAN 
TAMILNADU 
UTTAR PRADESH 
WEST BENGAL 

ALL INDIA 


* Note: Figures for Himachal Pradesh and J&K are not available. 


The deaths of women due to causes related to pregnancy and child birth (maternal mortality) have 
shown no significant decline over the years. The maternal mortality rate is estimated to be 4-5 per 1000 
births. About 0.9% or 1% of all deaths in the country are estimated to be due to maternal causes. 
According to one estimate, the excess mortality burden of women due to maternal causes could be 
gauged from the fact that in relative terms, excess female mortality is greatest in the reproductive years, 
as muchas 50% higher than male mortality. According to the Registrar General of India, in 1990, 23.7% 
of maternal deaths were due to bleeding of pregnancy or pueperium, 19.4% due to anaemia, 15.2% 
due to toxemia, 11.8% due to abortion, 8.1% due to puerperal sepsis, 7.1% due to malposition of the 
foetus and the rest (14.7%) due to other causes. The recent work on maternal mortality emphasises 
that timely and efficient obstetric care is indispensable for the prevention of maternal deaths. It is also 
argued that not only the interventions during the antenatal period but also a general improvement 
in women’s health is essential in order to tackle the high rate of maternal mortality. This understand- 
ing, while not doing away with the role of paramedical workers and the dais in primary maternal care, 
clearly demarcates their contribution in reducing maternal mortality. 
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3.3 Morbidity 


(per 1000 population/month) 


Source Prevalence 
42nd Round of NSS Rural 
(1986-87): Urban 

Duggal and Amin (in Maharashtra): 

KSSP (1987) (Kerala): 


George, Shah, Nandraj (90-91) (M.P.): 


Morbidity is a very important indicator of the health status and the 
quality of life. However, in India one knows very little about the actual 
and total morbidity load in the local community and at the national 
level. In absence of appropriate national level epidemiological studies, 
there are two major sources of information on the morbidity load: first, 
household studies and sample surveys which give information on the 
reported morbidity; second, incidence reporting under disease control 
programmes and hospital statistics. Obviously both of them have 
serious limitations in informing us about the actual and total morbidity 
load. On the basis of surveys and other data it is estimated that about 
2 to 3 percent of population suffer from some kind of illness every day, 
which in absolute numbers comes to about 22 million patients a day! 


The data on reported morbidity conducted through sample surveys do 
not provide a complete picture of the illnesses suffered by the people. 
The lower social and economic classes under-report their illnesses, due 
to a number of reasons, such as their inability to spend for treatment 
and also the loss of earnings involved. This compounds the problem in 
the sense that the diseases arising from poverty remain untreated or 
partially treated which in turn foster poverty. 


3.4 Disease Profile 


The incidence and prevalence of communicable diseases are still a 
matter of great concern. Tuberculosis is still a big killer and has a high 
prevalence. In recent times, health workers in the field have found that 
tuberculosis is showing an upward trend. 


Although Cholera has declined (7088 cases and 150 deaths in 1991), 
the highest number of cases are found in Maharashtra (2802) and 
Karnataka (747). The acute diarrhoeal diseases are still rampant with 
9,3 million cases and 7493 deaths in 1991. They were reported the 
highest in Andhra Pradesh (1.47 million cases, 551 deaths) and Orissa 
(1.46 million cases, 1185 deaths). 
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Malaria has also been showing an upward trend, both in terms of 
incidence and number of deaths, over the last decade. In 1991, 2.12 
million positive cases and 421 deaths due to malaria were reported. The 
States with high positive cases in 1991 were: Orissa (414550), Gujarat 
(407535), Madhya Pradesh (282681), Maharashtra (145310) and Tamil 
Nadu (144762). In Rajasthan, Bihar and the North-Eastern States, 
malaria has emerged as a major epidemic during the last couple of 
years. 


HOW ARE YOu? GUESS WHAT — | DONT FEEL Ta WELL... 


[INFECTED A HUNDRED AND THE MAN | BIT WAS 
TWENTY PEOPLE TODAY | IMMUNIZED . 


Kala Azar, though largely confined to Bihar (and West Bengal), has 
shown a consistent upward trend with the number of cases rising from 
22,739 in 1988 to 61,348 in 1991, and the number of deaths 
increasing from 131 to 869 in this period. 


Although the prevalence rate of leprosy has reportedly come down from 
4.67in 1981 to2.5 per 1000in 1991, the total number of cases recorded 
in 1991 were 2.12 million. Bihar (5.51), Orissa (4.93), Andhra Pradesh 
(4.0) and Tamil Nadu (3.56) still have much higher leprosy prevalence 
rates. 


Between 1986 and 1989 the number of Sexually Transmitted Disease 
cases increased from 1.28 million cases to 1.36 million, but the 1990 
provisional data show a decline to 1.14 million cases. The highest 
number of STD cases are recorded in Maharashtra, Tamil Nadu and 
Gujarat. 


Filaria is also causing a substantial quantum of morbidity. In 1991, an 
estimated 389.47 million people were exposed to the risk of filaria, while 
25 million were microfilaria carriers and 19 million suffered from the 
illness. 


Amongst the other communicable diseases, in 1991 acute respiratory 
infection accounted for 10.13 million illnesses and 3691 deaths, 
pneumonia caused 403337 illnesses and 3089 deaths, enteric fever 
354143 illnesses and 1448 deaths, measles 79655 illnesses and 401 
deaths, whooping cough 73520 illnesses and 85 deaths. As against 
this, upto 1993 (cumulative) there were 293 AIDS cases found and 


11673 HIV positive cases confirmed in India. (See detailed tables in 
Annexure- 1.) 


3.5 Malnutrition 


Poverty is usually accompanied by nutritional deficiency. As per 
National Nutrition Monitoring Bureau (NNMB) data, more than 40% of 
the children in the 1-5 years age group suffer from mild to moderate 
malnutrition. The condition of the children in this age group in rural 
areas and in slums is worse as more of them suffer from mild to severe 
malnutrition, the proportion suffering being 77.2% in rural and 79.3 in 
Slums. However, only 1% of children under 5 years manifest the severe 
signs of Protein Energy Malnutrition (PEM) like kwashiorkor and 
marasmus. An ICMR study found that only 5% of preschool children 
have normal body weights for age, 7% show a severe degree of 
malnutrition, 41% suffer from mild malnutrition and 47% from mod- 
erate degrees of malnutrition. A study done by the National Institute of 
Nutrition (NIN) showed that 65% of adult women, 75% of pregnant 
women, 77% of preschool children and 45% of adult men in poor rural 
communities suffered from iron deficiency anaemia, making it the most 
extensive nutritional deficiency disorder in the country. Vitamin A 
deficiency is a major cause of nutritional blindness in children, 
particularly in the age group 1 to 3. Goitre prevalence is high in specified 
areas in a large number of States. The States with specific affected 
regions range from the underdeveloped ones like Uttar Pradesh, 
Arunachal Pradesh, Orissa to the economically developed ones like 
Punjab, Maharashtra, Gujarat etc., and even the socially developed 
state of Kerala. 


Tit should be kept in mind that data available on the disease profile suffer 
from many inadequacies, the most important of them being the incom- 
plete recording in many States where the government health care 
services are not functioning properly. The data _for some of the diseases 
covered under the national disease control programme are better thanon 
other diseases. However despite such limitations they do provide a good 
indication of the national and regional trends for various common 
diseases. 


Although the underdeveloped States generally have lower health status 
and people suffer more from illnesses, the otherwise better developed 
States like Maharashtra and Gujarat also have a significant share of 
morbidity load. The recent outbreak of Plague in these two States has 
shown that economic growth does not necessarily lead to security 
againstcommon diseases or against the outbreak of diseases eradicated 
earlier. In short, with some effort it is possible to bring down the 
incidence of many diseases, but to keep those diseases at a low level of 
prevalence and to stop the eradicated ones from reappearing need 
more concerted and continuous efforts. 
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3.6 Women’s Health 


India is one of the few countries in the world where an adverse sex ratio 
for women exists. In India every year 12 million girls are born; 1.5 
million die before their first birthday; another 850 thousand before their 
fifth birthday, and only 9 million survive till the age of fifteen. This 
appears to be the result of a socially and culturally reinforced gender 
bias. Women are seen as child bearers and little else. Girl children are 
seen as a liability and money spent on them is considered ‘wasted’. As 
the saying goes, "bringing up girls is like watering one’s garden only to 
have someone else pick the flowers!" 


The health situation for women in India may be summarized as follows: 


a) There are inherent social attitudes and prejudices which are 
unfavourable to girls and women, and which affect their 
health and nutrition negatively. 


b) Poor health of women is primarily due to the synergistic 
effects of high levels of infection and malnutrition and 
uncontrolled fertility extending over a prolonged period. 


C) The basic health care facilities for women and children 
(including MCH, family planning and nutrition) are inad- 
equate in terms of outreach, range of services, quality, 
availability, etc. 


d) — The inefficient use of available resources for the health care 
of women results in a slower pace of health development for 
them. 


e) Ignorance and lack of knowledge related to health, nutrition 
and family planning affect self-help efforts in health and 
result in under-utilisation of existing resources. 


And this has to be seen under the following prevalent conditions: 


f) There are major disparities in health care between popula- 
tion groups in rural and urban areas; in remote, backward, 
hilly and desert areas; and in socioeconomically deprived 
groups. 


g) Essential facilities which affect health, suchas potable water, 
sanitation, education, food supply, etc., are inadequate. 


While some of these factors affect both males and females there are 
several factors such as lack of privacy at health centres, child care, 
women being less aware of available health services, and housework 
which make women’s access to health care facilities (even whatever 
exists) much more difficult. 


New strategies have to be designed to increase women’s access to and 
role in the health care system in order to ensure better health for the 
woman, as also better child survival. In 1985, the World Conference in 
Nairobi to review and appraise the UN Decade for Women put forth the 
following recommendations: 


- Creating and strengthening basic services for the delivery of 
health care. 


- Increasing the participation of women in higher level health 
institutions through legislation and training. 


- Integrating fully and constructively female traditional heal- 
; ers and birth attendants into the health system. 


- Strengthening promotive, preventive and curative health 
measures through a supportive health infrastructure free of 
commercial pressure. 


- Designing and constructing accessible, acceptable health 
facilities in harmony with patterns of women’s work, needs 
and perspectives. 


- Encouraging local women’s organisations to participate in 
primary health care activities, including traditional medi- 
cine, and devising ways to support women in taking respon- 
sibility for self care. 


3.6.1 Women and Nutrition 


Within households in India, the available food is distributed according 
to the status of the individual rather than according to nutritional 
requirements. Women and female children usually receive what is left 
over. Certain food taboos, especially those pertaining to pregnant 
women, further accentuate her already weakened position. 


You HAVE TO EAT WELL, 
BE STRONG AND HEALTHY, 
$0 THAT YOu CAN DO WELL 
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infant receives less breast milk and is fed at longer intervals than boys. 
Young girls, along with their mothers, eat last and hence the least. 
Inadequate nutrition stunts adolescent growth in females, resulting in 
poorly developed muscles and low body weight and height. Although 
the caloric requirement of adults is 2200 calories, the average intake in 
India among men is 1700 and only 1400 among women. This discrep- 
ancy is further highlighted when we recall that the caloric requirements 
of pregnant and lactating mothers are even higher. 
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There are several programmes aimed at addressing the nutritional 
problems of women: 


- Protein energy supplementation by distributing food. 


- Nutrient supplementation such as iron folate and iodine in 
the form of tablets or injections. 


- Food fortification by adding nutrients to processed foods like 
flour which people regularly consume. 


- Home gardening. 
- Nutrition education. 


: General health care such as preventing parasite infestation 
and promoting family planning. 


3.6.2 Women and Family Welfare 


Knowledge and availability of birth control measures is a matter of 
women’s rights if they are to be in control of their fertility. Powerful male 
dominated institutions have in fact strengthened their hold over 
women’s reproductive organs, ironically, through birth control. Auto- 
mation, unemployment or the omnipresent and the omnipotent repro- 
ductive duties dominate women in the labour market, ultimately 
undermining their position in the social hierarchy, and adversely 
affecting their access to basic necessities. The changing role of the 
family, their conjugal status, values, market compulsions and often the 
prevailing political will, determine the reproductive potential of the 
woman. 


Male hegemony exists in medicine, in policy and decision making, and 
in research. In a sense, the policy makers decide whether a woman 
should have children, and if so, how many and whether she should be 
allowed to abort her own foetus. 


Doctors, social workers in clinics and communication experts tend to 
adopt double standards for males and females. Prevailing biases 
naturally compel a woman more than her husband to accept family 
planning, and poor as well as lower caste rural women have been 
targets of the camps of mass sterilisation as well as for Copper-T 
insertions. Tubectomies comprise more than 85% of total sterilisations 
registered, although vasectomies are simpler and less risky. 


The interests of multinational corporations, which seek and succeed in 
influencing a pronounced anti-woman government policy, controls, 
orientation and methods, can also be understood in the context ofa vast 
untapped potential market. According to the 1981 census, 43.4% of all 
women belong to the reproductive age group and of these 80.48% 
women were married. Thus about 11.6 crore married women in the 
reproductive age group on the Indian subcontinent alone are a virtual 
goldmine!! 


At another level, Third World women are constantly used as guinea pigs 
to test dangerous contraceptives. Absence of long term follow up on the 


effects of such contraceptives renders not only such women vulnerable 
but also their progeny. 


In a mad rush to attain set targets, the kinds of contraceptives to be 
used, the right number of children to have, abortion, and many other 
intimate and personal decisions are made by international donors ofaid 
on which the government thrives. The individual woman figures 


nowhere except as an unsuspecting target who has to be reached by fair 
or unfair means! 


3.7 Health Care Infrastructure and Personnel 
3.7.1 A Holistic Appraisal: 


In much of the discussion on health care services, normally attention 
is exclusively focused on health care provided by the government, semi 
government and local governmental bodies. While such focus on the 
government health care services is necessary, one should recognise 
that the government services do not exist in isolation from those in the 
private sector. By and large, private health care has been kept out of the 
planning and regulatory mechanism of the State. Data on private 
health care have never been systematically collected by the government 
and its policy towards it never spelt out. The value systems of private 
practice have also affected most of our doctors in the government 
services. And above all, the private sector contributes in shaping the 
health seeking behaviour of the people, leading to demands for 
irrational drugs, injections and other interventions. 
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Health Care Human Power 


Doctors (1991): 

Allopathic 3,94,068 (43%) 

Ayurvedic ; 3,37,966 (36 %) 

Homeopathic ; 1,48,707 (16%) 

Unani 35,350 (4 %) 

Siddha 11,801 (1%) 

Naturopathic : 180 

Total (all systems) 9,28,072(100%) 

Doctors (all systems): (% rurally located) 

1961 Census ‘ 49.6% 

1971 Census , 48.8% 

1981 Census : 41.2% 

Doctors (all systems) : Public-Private Sector: 

1986-87 15% in the Public Sector/Govt Services 

Doctor Population Ratio: (1991) 

India ; 1 doctor for 912 persons 

Rural : 1 doctor for 1644 persons. 

Urban : 1 doctor for 399 persons. 
- Nurses : (1991) 

All Categories 4,79,558 (100%) 

General Nurse and Midwives : 3, 11,235 465°) 

Auxiliary Nurse Midwives ) 1,50,431 (31.3%) 

Health Visitors 17,892 (3.7%) 

Doctor-Nurse Ratio : (1991) 

Two Doctors for One Nurse 


Other Trained Health Workers : 


VHG(1992) (% women in parentheses) 


Trained : 4,15,724 (22.7% Fem) 
Officially working : 3,37,014(25.5% Fem) 
Dais trained (1992) : 5,99,556. 
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3.7.2 Health Care Human Power 


India has one of the largest health care human powers in the world. However, the health workers are 
maldistributed and are heavily dominated by doctors at the expense of the much needed paramedical 
and community based workers. Moreover, the field level workers are caught up in the burden of 


unnecessary paper work, confusing priorities of multiple programmes, and harassment by politicians 
and local bureaucracy. 


3.7.3 Health Care Infrastructure: 


By 1992, the government had established 22,441 Primary Health Centres, in the rural areas, defining 
a ratio of one PHC for 30,000 rural people. Under these PHCs were also established 1,31,318 sub- 
centres (one for 5000 rural people). At the same time, 2015 Community Health Centres were also 
created. The achievements in the establishment of rural health care infrastructure are, however, 
marred by their inefficient functioning. For instance, for 22,441 PHCs, there were only 22,013 doctors 
employed at the PHCs in the country. The PHCs with doctors face two other problems: doctors’ 
reluctance to stay there, and their private practice. The PHCs are also dogged by inadequate supply 
of medicines, lack of transport and a host of other problems. 


INADEQUATE SUPPLY OF MEDICINES 


TAKE TWO ASPRINE 
AND CALL ME IN 
THE MORNIN ZINEX] 


There is a gross maldistribution between rural and urban areas and public and private sectors of 
hospitals, dispensaries and beds. On the whole , the private sector controls a big proportion of the 
physical health infrastructure. 


Table 4: Distribution of Hospitals and Hospital Beds (1988) 


Rural/Urban (%) Public/Private (%) 


Hospitals 9831 
Hospital beds 585889 
Dispensaries 27495 
Dispensary beds 23846 
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Table 5: Growth Rate of Hospitals and Beds (1974-88) 


Years Hospitals Hospital Beds 


6.37 43.07 11.35 20.09 


1974-78 


12.06 1.92 3.86 
17.21 3.29 6.81 


1.02 


1979-84 


2.61 


1984-88 


3.7.4 Regional Disparities 


Looking at the regional distribution of the health care infrastructure it is evident that there exists a 
close relationship between the overall development of the State and its health infrastructure 
development. The States with better health infrastructure availability are also the economically better 
developed ones (with the exception of Kerala). Further, within States the rural-urban gaps hold for all 
States. However, some States which have had a consistently high investment in the health sector, 
especially in rural areas, have been able to reduce this gap. For instance, as far as the bed population 
ratios are concerned, the least urban-rural gap is in Kerala (2 times), and Punjab (3 times) among major 
States and Goa (4 times), Manipur (2 times) and Mizoram (5 times) among the smaller States. The 
largest gap is in Bihar (76 times), J & K (73 times), Haryana (40 times), Rajasthan (37 times), Himachal 
(55 times) and Meghalaya (115 times). It is therefore no coincidence that in the former group of States 
rural population enjoys a better health status than in the latter group. (See Annexure - for details.) 


3.8 Health Care Financing and Expenditure 
3.8.1 Private Expenditures 


As mentioned earlier, the presence of the private health sector is overwhelming. Therefore, it is natural 
that it also accounts for a larger part of health care expenditure. In studies carried out in the sixties 
and seventies, the average share of the private health sector was above 80% . Recent studies also show 
a Similar pattern. This clearly indicates that the financial burden borne by households is substantial. 


3.8.2 Public expenditures: 


To finance the massive infrastructure, the Central and State governments today spend Rs.7867 crores 
of which the share of States is 91% (including Central grants). This amount works out to Rs. 85 per 
capita and is only 2.63% of total government expenditure, and barely 1% of GDP. 


3.8.3 Overall Health Expenditure 


The State has over the years committed not more than 3.5% of its resources to the health sector. In 
fact, during the seventies itself a declining trend was perceptible and this has become more marked 
during the nineties. The budgeted expenditure for 1994-95 at 2.63% of total government expenditure 
is the lowest ever. The most persistent declining trend has been on expenditure for hospitals and 
dispensaries, especially since the eighties. This decline may be seen in the context of the massive 
expansion of private hospitals since the late seventies. The expenditures on disease programmes and 
medical education have been less affected. Family planning expenditure has grown rapidly upto 1991- 
92 and since then slowed down. Similarly, the Maternal and Child Health (MCH) programme reached 
a peak during 1991-94 when the mission approach was active to meet targets for immunisation, but 
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the currentyear’s budget has drastically cut funds for this programme. 
Under the Structural Adjustment Programme, there has been a further 
compression in government spending in an effort to bring down the 
fiscal deficit to the desired level. This compression has an adverse 
impact on the Social sectors, more specifically the central health sector. 
(NB: In the adjoining figure, total Plan Investment is shown in Rs.crores 
and that on health in Rs. millions.) 


3.8.4 Regional Disparity in Expenditure: 


The State level variation on expenditures on health over the years 
clearly brings out the fact that, as a proportion to total government 
expenditure, it shows a declining trend in most of the States of the 
country. This decline has been sharper after the 1985-86 period. It is 
usually seen that the better developed States like Goa, Haryana, 
Karnataka, Maharashtra, Gujarat, Punjab have a higher per capita 
expenditure as compared to the states of Bihar, Rajasthan, Orissa and 
Madhya Pradesh. Kerala, because of its higher educational status has 
a higher spending on health. (See details in tables under Annexure.) 
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4. NGOs IN HEALTH CARE 


4.1 Background and Work 


The work of NGOs in the health field is quite old in India. The initial 
organised efforts came from the Christian mission organisations who 
provided health care in addition to other activities. It was only in the 
19th century that serious non-Christian NGOs began to evolve. Linked 
to the freedom struggle a large number of secular welfare oriented 
NGOs emerged, of whom the Gandhian/Sarvodaya organisations 
made the strongest impact. Till the late 1960s such organisations, 
motivated with the ideas of charity and compassion and constructive 
developmental work dominated the NGO scene in the social welfare 
sector. The strategy adopted by these NGOs was traditional welfarism 
and in health many of them established hospital based service delivery. 


In the mid and late 1960s there was an emergence of a new type of NGO 
activity. While critiquing the traditional charity based and dependency 
creating health care work, the new NGOs emerged with a quest for 
experimentation in health care for creating selfreliance and community 
involvement. This phase also inaugurated a somewhat systematic 
involvement of professionals (in health often highly qualified doctors) in 
the local project based work and necessary external financing. The 
primary health care approach for providing health care to rural people 
was popularised and successfully implemented by a number of NGOs 
all over the country. These NGOs, with their successful models were 
able to influence the government policy making which ultimately led to 
the signing of the Alma Ata declaration by the government and the 
setting of a goal of Health for All by 2000 AD. 


From the mid 1970s to mid 1980s the NGOs played a significant role 
in shaping the government policies in the health sector. This is evident 
from the statements made by the government in the Plan documents 
of that time and in the Health Policy statement of 1983. However, this 
does not mean that the NGO-Government relationship was tension 
free. Rather, it was one of the most conflict ridden relationships. The 
NGOs severely criticised the bureaucratic functioning of the govern- 
ment, the hindrance posed by the local bureaucrats to NGOs’ work and 
experimentation, the disproportionate financial allocation to the urban 
medical care, the functioning of the PHCs, the manner of selection of 
the village health workers, and so on. 


4.2 NGO Experiences 


In the late 1980s and early 1990s, most of the NGOs supported their 
community health projects directed at the underprivileged strata of the 
rural society from external funding. This external funding was either 
direct foreign donation, grants-in-aid from the government, domestic 
donations and from the surplus of the hospital wherein rich patients 
were heavily charged. In most of the projects the income generated (if 
atall) from the patients using community health services was negligible 


or absent. There were also experiments carried out by the NGOs to find 
alternate sources of financing by Starting income generation pro- 
grammes. However, they were found to be risky if started without 
adequate know-how and infrastructural preparation and if they con- 
sumed lots of time. Thus, the experiences indicated that while these 
NGOs created adequate trained human Capacity for health care work, 
they could not overcome the necessity of financing their work by direct 
external assistance or cross subsidisation from other activities so as 
to make health care accessible to the poorest of the poor. 


It is important to note that a large majority of the NGOs which 
succeeded in their primary health care work were headed by highly 
motivated medical persons or by non-medical persons who hada great 
interest in health. Most of the development NGOs who entered the field 
of health without such motivated leadership have not been able to 
achieve such success in primary health care. 


After the NGO's withdrawal, the community normally found it difficult 
to continue with the work inspite of the local trained human power still 
available with them. This is true at the national level, too. The 
abandonment of village health workers by the government has failed to 
sustain any of the work done by them. 


It is very difficult to sustain work and the impact of health care 
programmes unless the organisation of health care is conducive for 
such sustainability. Further the positive impact created on the health 
status of the poor does not last long if the health care organisation 
becomes complacent. The achievement of good health status can never 
be the one and final goal, but can only be a first step after which 
increased work is required to maintain and preserve the health gains. 


VIVEKANANDA GIRIJANA KALYANA KENDRA 


The organisation was registered on October 19, 1981 with the aim 
of steering the Soligas, a tribal community, away from subservi- 
ence. It was started in B.R.Hills and has now spread to Yelandur, 
Chamarajanagara and Kollegal taluks of Karnataka and 
Satyamangala taluk of Tamilnadu. The project covers an area of 
about 60 kms radius and serves a tribal population of 20000. The 
project has a governing body with eleven members of whom nine 


are tribal yajamans(leaders) and activists from different villages. 
Only two members are non tribals. 


Health activities: Health care, specifically curative medical care 
has been the chief entry point of VGKK into the Soliga commu- 

nity. 
a) Curative health: A well equipped hospital with ten beds, 
an out-patient clinic and a laboratory serves as a base 
(Contd...) 
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hospital for the entire area. In addition, there are medical 
facilities to identify sickle-cell anaemia, which is a genetic 
disease prevalent among Soligas. Mobile medical services 
are being provided. Suspected cases of leprosy, malaria 
and tuberculosis are brought to the clinic for thorough 
investigation and given the full course of treatment. 


Community health: Under the immunisation programme, 
most of the children are immunised against diphtheria, 
pertussis, polio and tuberculosis. Recently, ‘Pulse 
Immunisation Programmes’ for tribal children have been 
implemented. 


Under the Village Health Workers Programme, so far 30 village 
health workers have been trained for the 90 hamlets in three 
taluks. Community health problems are handled by them through 
health education, first aid, safe delivery practices, treatment of 
minor ailments and referral. The health staff of the hospital and 
the village level health workers are encouraged to use traditional 
herbal remedies. 


~ 


Leprosy eradication Programme has been taken up. The strategy 
consists of the survey, education and treatment programme. A 
rehabilitation centre has also been opened. 


Under the MCH programme, pregnant and lactating mothers 

and children below the age of five are given nutritious food 

consisting of bulgar wheat, corn-soya milk and soya oil. The 

mothers are given lessons in nutrition, hygiene, kitchen garden- 
- ing and cooking. 


Partial sustainability of the primary health care work is observed in the 
projects which have used community health insurance as the method 
of financing primary health care. This success is due to four reasons: 


a) they exist in fairly stratified communities having rich as well 
as poor; 


b) adequately strong community organisation capable of the 
drawing rich as well as poor in the insurance scheme and 
making them accept a progressive (rich pay more, poor less) 
insurance payment policy; 


Cc) the medical supervision and continuous training support 
provided free or at a very cheap cost to the community; 


d) good hospital based referral support at a concessional price. 


In short, although there is a pre-requisite of good external support in 
this type of model, this experience shows that if the community has 
some capacity to pay (in cash or kind), community financing and cross 
subsidisation done through progressive insurance could sustain health 
care work for a longer duration. 
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There have also been a few success Stories of NGOs which have had 
good support from motivated individuals in the Preventive and Social 
Medicine departments of Medical Colleges. Here, efforts are made for 
capacity building within the community by training the Health Workers 
and the traditional birth attendants (TBAs) from the community. The 
community have often agreedto pay fully or partially for the services 
rendered by them. Here too, a supporting medical clinic or hospital with 
doctor(s), and also support provided by individuals from the medical 
college hospital play an important role. No detailed information on the 
extent to which the NGOs subsidise the service for the strata who 
cannot afford to pay even the reasonable charges levied by health 
workers for the services rendered by them, is available. Further, such 
experiences in the economically underdeveloped communities of the 
kind where most of the ACTIONAID supported development projects 
operate, is not available. 


Comprehensive Rural Health Project in Jamkhed (India) 
The Project Area 


Jamkhed, 420 km. from Bombay in Ahmednagar district in 
Maharashtra State , was selected as the project area. 


Malnutrition, diarrhoea and fever among children was common. 
The infant mortality rate was as high as 150/1000 live births in 
remote areas. This was because most children had not received 
the triple antigen and poliomyelitis vaccines. 


The methods adopted 


Jamkhed being a central village of the area with a weekly market, 
government office, high school and a bus connection served as a 
good catchment area. After a series of meetings with community 
leaders an advisory committee was formed comprising local 
leaders of various castes and political parties who guided the 
programme and liaised between the project and the community. 
This helped to formulate broad policies and decide how to meet 
community needs. The community extends help in the form of 
providing volunteers to supervise the construction of the clinic 
building on the land donated by farmers, facilities for the nurses 
and VHWs to stay in the village, assisting health personnel in the 
identification of leaders and patients, repairing roads and donat- 
ing blood. 


The project in Jamkhed began during a period of drought. 
Intimate contacts with the village council members and leaders 
indicated that the community’s priorities were food and water, 
not health. Lack of food in the area led the volunteers to organise 
a ‘community kitchen’ thereby translating the felt need for food 
into a nutrition programme. Since local resources were neces- 


(Contd...) 
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sary, the community organised the digging of wells in the farmers’ 
fields. Whoever benefited from the programme donated land to 
grow food. Donors were approached to buy farm machines, now 


in use. 
The Health Team Approach 


The health team of a physician, nurse supervisor, social worker 
and an ANM worked and were trained together. There were two 
mobile health teams which did intensive work in one village and 
follow up in a second. They covered four villages daily. In-service 
training was given once a week and evaluation of the health team 
and its difficulties were discussed at weekly meetings. The nurse 
is the leader of the team, which makes house to house surveys 
to identify persons requiring health care. Chronic patients are 
brought to the main health centre. The nurse supervises the team 
members, helps the Village Health Workers (VHWs), supervises 
the nutrition programme and follows up pregnant and lactating 
mothers and women using family planning methods. 


The paramedical workers, by clinical and simple laboratory 
methods, can diagnose leprosy, tuberculosis and malaria and the 
social workers of the community receive suggestions from the 
villagers and communicate problems to the centre. The physi- 
cian acts as a consultant to the nurse and paramedical workers, 
and as a field trainer to the staff and VHWs. 


Mass programmes like immunisation and school health exami- 
. nation are organised periodically. The mobile health team cuts 
down the transportation cost and motivates people to seek 
medical advice early, before the illness becomes serious, and can 
be managed with inexpensive drugs by simply trained medical 
workers. 


Village Health Worker ( VHW ) 


A VHW pays special attention to underweight and malnourished 
children, They are screened for simple ailments such as sore eyes 
and fever, and are weighed. Mothers are provided group health 
education, and immunisation sessions are arranged. 


Pregnant mothers are advised and given simple iron and vitamin 
pills and immunisation against tetanus. The relatives who 
conduct deliveries are provided sterile razor blades and ban- 
dages. Motivation for family planning is also done by the VHWs. 
The VHW also collects vital statistics (births and deaths) and 
records her daily routine with the help of which she suggests 
ideas for producing better teaching aids more suited to local 
customs and traditions. A health promotional stall is constructed 
at marketplaces and fairs where the VHW arranges puppet shows 
and mobilises the masses for health education. — 


Financial aspect 


Foreign donations for running expenses have gradually declined 
from 50% to 30%, 66% of the running expenses are met from 
patients’ fees. The Government provides 4% of the budget for 
family planning activities and cost of vaccines and drugs. 


4.3. ACTIONAID India Experience 


ACTIONAID began its work in 1971-72 mostly in the education sector. 
After working for 14 years mainly in education, from 1985-86 it has 
been working intensively in integrated rural development, mostly at the 
micro level. Presently it is involved in supporting and implementing 
long term development work at the rural community level. It has been 
successful in identifying and targeting the poor and working quite 
closely with communities. Its support to micro projects in the develop- 
ment areas identified by it is for empowering the poor at the grassroots 
level through an integrated multi-sectoral approach. In addition to 
supporting micro-projects, it also supports efforts at influencing 
change agents, development of institutions which will help empower 
the poor, and the creation and development of human resources 
required for the empowerment of poor and so on. ACTIONAID currently 
supports about 36 such projects. Most of these projects cover about 10 
to 30 villages. 


On an average, approximately 10 to 13% of the funding given to the 
Development Area (DA) projects usually ends up budgeted for the 
health sector. The DA projects are presently undertaking health sector 
programmes with three aims: (1) to increase awareness amongst 
members of the target community on their health needs and rights, (2) 
to improve their capacity to access health care services from the 
government and other sources, and (3) to improve or create local skills 
in the community, and also to manage the local health services and 
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infrastructure. With these aims the DA projects decide on the areas of 
health intervention. Some of the areas of the DA projects intervention 
include Maternal and Child Care, Curative Care, Health Education, 
Family Planning, Water Supply and Sanitation, and Community based 


rehabilitation. 


ACTIONAID has begun the process of carrying out an evaluation and 
documentation of the health work done in its numerous DA projects. 
However, preliminary observations made by its health unit staffidentify 


some areas needing attention. 


Since the micro projects are geared to social and economic rural 
development, generally the project leaders are either not so motivated 
in health care work or feel intimidated by the technical component of 
health care work. The feeling of not having sufficient competence to 
supervise and achieve success in health care work needs to be 
addressed. 


In one of its development area projects, VACHAN, ACTIONAID 
supports the primary health care work carried out in asystematic 
manner with Village Health Workers supervised by paramedical 
worker(s). The continuous on the job training have developed the 
_ confidence of VHWs to carry out preventive, promotive and basic 
curative health care work. The PHC work has aided in the social 
and economic development work undertaken by the project. An 
evaluatory study of the VHWs in the project area has been 


recently completed. (See Annexure for the details). Since it does 

not have its own referral hospital based support structure, it tries 

to utilise available government and other institutions for the 

purpose. A major problem faced in this regard is that since the 

project is located in a highly underdeveloped and tribal region, 

the government services to be utilised are more available on paper 
- than on the ground. 


In many NGO projects the local people are trained in health care work 
as a part of the programme of building capabilities within the commu- 
nity, but the skills developed by such workers are not being fully utilised 
as the projects have not evolved an operational structure within which 
the skills of health workers could be harnessed for the benefit of the 
community. In short, the projects need to plan and work for creating 
organisational conditions within the community either on its own or 
preferably and if feasible, through the panchayat and other structures 
for continuous educational follow up and supervision of the health 
workers. 


URMUL TRUST 


Urmul Trust was set up by the members of the dairy cooperative 
called the Uttariya Rajasthan Milk Union Limited (URMUL) in 


1984. The Trust works primarily in two tehsils of Bikaner district 
in Rajasthan. 


The health programme started with the objective of providing 
primary health care services. The main aim was to reduce infant 
mortality rates, maternal mortality rates, detection and follow up 
of all TB cases, immunisation for children, and to make village 
dais self sufficient. 


In all the villages, Swasthya Sathin (a village health worker) was 
identified and given three months intensive training on safe 
delivery methods and simple curative medicines. In order to 
reach the poor women, lower caste women are encouraged to take 
up the responsibility of being the SS. The training to SS is 
organised with the help of other training institutions. After this 
the SS receive two days of training every month. A medicine box 
along with a delivery kit is given to SS. 


A full fledged hospital was established in Lunkaransar campus. 
Various camps like eye camps, family planning camps, drug de- 
addiction camps were organised on the campus on a large scale. 


Immunisation of children below the age of 5 years was taken up 

since 1986. The Swasthya Sathins motivate the mothers and 

identify the eligible children and bring them to a common place 
on the day of immunisation. 


In the ante natal care service, the Trust monitors the nutritional 
status of the mother and diagnoses the complications during 
pregnancy. Growth monitoring, immunisation, nutrition educa- 
tion are some of the post natal activities undertaken by the Trust. 
Under the programme, the SS with the help of the extension 
workers educate the mothers on supplementary food for infants 
after they are six months old. 


Tuberculosis diagnosis and treatment: The identification and 
treatment of T.B patients started in 1986. The infectious T.B. 
cases are identified through informal interactions of the SS 
during home visits. The potential cases are reported for a 
diagnostic check up and follow up of these patients is carried out 
by the Trust. On the campus, the T.B cases are monitored once 
in a month. The detected cases are put on a nine month long 
treatment. The follow up is done by the SS. In the last seven years, 
325 cases from the project villages and 142 cases from other 
villages were diagnosed and treated. A large number of patients 
have been cured but the drop out rate is also high. 


Family Planning: From 1987 onwards, the Trust has been 
organising family planning camps at Lunkaransar. 
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RURAL DEVELOPMENT TRUST 


The Rural Development Trust was registered as anon profit, non 
political and non religious organisation in 1969. The project 
covers about 20,000 families in 265 villages in Kalyandurg, 
Kambadur, Kuderu and Uravakonda blocks of Anantapur dis- 
trict. The target group of the RDT proj ect area comprises mainly 
the scheduled castes, the scheduled tribes- the most neglected lot 
in our society, both economically and socially, and the economi- 


_ cally backward classes. 


Health: 


From 1970-74, RDT supported 40 nutrition centres in different 
blocks in Anantapur for teaching, prevention and treatment of 
malnutrition. But in all these programmes concentration was 
more on the nutrition centres and not on the people. In 1974, 
there was a major transition from the nutrition-cum-feeding 
centres to a community health approach. The main objective of 
this approach was to bring health care close to the people, within 
walking distance if possible, through locally trained persons. 


The training of Community Health Workers (CHW) was started in 

1983 out of a long felt need to involve women in the community 

health programme. CHWs are basically part-time village-level 

health workers. RDT had been able to train 244 CHWs who are 
‘ working in about 240 villages. 


Immunisation was taken up systematically in 1985 when the 
government started the Universal Immunisation Programme. 
Today, immunisation coverage in RDT has reached about 94% for 
Polio and DPT, 70% for measles and 81% for BCG and 81% 
coverage of AN mothers for TT. In diarrhoea control, major 

. elements include creating awareness for the use of ORT. The 
awareness is brought through mass media, group meetings and 
inter-personal communication RDT started with a small referral 
clinic in 1978 at Kalyandurg followed by one at Kuderu. Both the 
centres which started as dispensaries have now grown into 
hospitals with approximately 50 beds each equipped with labo- 
ratory and maternity facilities. Apart from the two hospitals, 
there are five rural dispensaries in the project areas. 


The most recent intervention in RDT’s health programme has 
been in the area of disabilities since 1990. This intervention aims 
to improve their conditions. About 67 villages have been identi- 
fied in which the disabled persons are assisted to become self- 
reliant. Formation of the Vikalangula Abhivrudhi Sangha (Dis- 
abled Development Association) has been encouraged since the 
inception of the intervention. 


In the project it is important that the major tasks ofa particular activity 
are addressed, making use of all available resources, so as to make the 
activity as comprehensive as possible. For instance, the registration of 
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pregnant women in the community is for the purpose of ante-natal care 
and for improving intra-natal and post-natal care. Thus, mere registra- 
tion as a mechanical exercise would make no sense unless it is 
accompanied by concrete ante-natal care by trained health workers 
either from the project or from the government health service and 
proper follow up by them in the intra and post-natal phases. 


There is also the practical difficulty of projects not being able to recruit 
and retain staff of adequate technical competence to run comprehen- 
Sive health care delivery programmes. Their work in the provision of 
primary health care and other health based empowerment activities 
eee to be improved, despite there being obvious difficulties as noted 
above. 


ACTION FOR COMMUNITY ORGANISATION 
REHABILITATION AND DEVELOPMENT (ACCORD) 


The organisation began functioning in 1986 from Gudalur town 
in the Nilgiris, South India. Besides other development interven- 
tions the project addresses the health problems of the tribals. 


Training Health Workers: The women were trained in an inten- 
sive three week session which was followed by weekly teaching © 
sessions. The Health Workers were taught to deal with basic 
illnesses - diarrhoeas, colds, coughs and viral infections. They 
were trained to conduct deliveries and to recognise when mother 
and child were in danger and required emergency treatment. 


Community Health and People’s Organisation 


The ACCORD health programme was, from its inception, linked 
to the community organisation programme. The health workers 
were selected by the sangam members. A certain amount of 
dialogue was necessary so that the community understood the 
responsibilities of health worker. Financial support was mini- 
mal. The women put in a few hours after their daily work, the idea 
being that after a few years when ACCORD pulled out, the 
community could afford to continue paying the health worker. 
It also meant that the community would have to value the health 
workers’ contribution enough to feel that it was worth paying for. 


Curative Care 


Ironically the very success of the community health programme 
created a new problem. Increasing numbers of serious patients 
began to arrive. ACCORD tried the government hospital but the 
treatment was so bad that patients became worse. Private 
hospitals were the next resort and so the project began to admit 
patients to a number of local hospitals. But even with conces- 
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sions from friendly doctors the bills were exorbitant and ACCORD 
had to really strain our resources to pay them. 


The solution seemed to be - start a hospital of its own. The whole 
concept of ACCORD running a hospital went against the philoso- 
phy of the health and community organisation programme, Yet, 
ACCORD had tried its best with the government hospital and one 
of their doctors had offered to work there on a voluntary basis but 
had been turned down. The project had landed up with two beds 
in the office ! The two doctors were working virtually twenty four 
hours a day. However, the clinching argument was that the 
hospital could be instrumental in empowering the people. Any 
institution, especially one as vital as a hospital is a source of 
power for the community that owns it. And so ACCORD started 
a tribal hospital. 


Disasters 


Almost all disasters produce a severe effect on the health of the affected 
people. There has also been an increase in the number and frequency 
of health related disasters like epidemics (plague, malaria etc), environ- 
mental and industrial disasters, natural calamities like earthquakes, 
cyclones, and so on. ; 


ACTIONAID has responded to the outbreaks of Malaria in Rajasthan 
and the North-East by sending teams of doctors and laboratory 
technicians to the affected areas. The teams were equipped with the 
necessary drugs and equipment. In the areas in which they worked they 
examined and treated thousands of patients. 


Specific diseases such as Kala Azar, Malaria, Tuberculosis and health 
issues such as women’s health, community participation in drinking 
water supply and sanitation will be addressed at a wider level (district) 
to analyse current programmes and strategies, work out alternative 
strategies and advocate these to other agencies through workshops, 
seminars, documents etc. (see following Boxes). 


THE ACCORD HEALTH INSURANCE SCHEME 


Financing a hospital is always a nightmare for any voluntary 
organisation. The obvious solution, of course, has been the Robin 
Hood one - charge the rich to pay for the poor. But then who really 
owns the hospital ? How could ACCORD say that this was truly a 
‘tribal’ hospital if they were to be the recipients of charity? 


- 


It was then that the much advertised Mediclaim Insurance Scheme 
gave ACCORD an idea. Could the insurance company think of a 
much simpler insurance scheme suited to the needs and pockets 
of the tribals ? Not to cover expensive treatments like kidney 
transplants, but diarrhoeas and pneumonias. The idea was put to 
a couple of insurance companies. The New India Assurance Co. 
promptly responded. There was a lot of parleying that went all the 
way up to the GIC and back. But with the active support of the 
divisional manager and his staff the scheme finally came through. 


For an annual premium of approximately Rs. 60/- per annum, a 
family of five would be covered for the following risks : 


1) Damage to hut and belongings: Rs 1500/- 


2) Death or permanent disability to head of the family: Rs. 
2500/- 


3)  Allillnesses requiring hospitalisation : Rs. 1500/- 


At present nearly 5000 individuals have been insured for 5 years. 
The premium for the first five years is being subsidised. The people 
are contributing to the premium in increasing annual instalments 
so that by the end of the fifth year they will be paying the entire 
amount. 


While this insurance scheme will not meet all the costs of curative 
care , ACCORD felt that this was one way of providing health care 
with dignity , not charity. 
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RDT Immunisation Programme 


In RDT area, a look at the government run immunisation pro- 
gramme revealed three major problem areas: 


a low coverage; 
a large number of injection abscesses due tonon-sterilisation 


of syringes, and 

a poor cold chain as health staff of the government, at times, 
arrived for immunisation sessions with the vaccine vials in 
their pockets. 


RDT then ran an immunisation programme in the area concentrat- 
ing on the cold chain. Consequently, the community could see that 
the vaccines were kept on ice and the syringes were boiled for 
sterilisation. Injection abscesses were, as a result, considerably 
reduced. 


After four years RDT stopped its immunisation programmes. Today, 
there is a perceptible improvement in the quality of the government 
programme. The community has categorically refused to take the 
vaccine when confronted by government staff who have not boiled 
the syringes. 


The government immunisation programme has improved for at 
least two reasons. First, the community would no longer accept a 
'bad' immunisation programme. Secondly, the ‘pride’ of the govern- 
ment staff was hurt as it was constantly compared to an NGO 
programme by the community. 


KALA AZAR MALTO PROJECT | 


Navjeen Seva Mandal is a social service organisation which began 
its work in 1984. It focuses mainly on the weaker and less 
privileged tribal communities in India. It has been working with 
the Malto tribes of Bihar for many years. Among this tribe Kala 
Azar is rampant. 


The Kala Azar project was launched in April 1993 with support 

from ACTIONAID. In the first phase a detailed situational analy- 

sis of the target villages, numbering sixty, was completed. 

Training of community health workers, DDT spraying, Kala Azar 

treatment programmes and health education have been initi- 
. ated. 


The strategies for control which are being tried out by the project 
include spraying of DDT through working with government and 
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motivating the Maltos to spray their own homes. Health educa- 
tion and diagnostic camps where clinical and laboratory investi- 
gations are carried out are other components of the strategy. 


With respect to the treatment of Kala Azar among these tribals the 
Strategy takes into account the fact that the tribals are reluctant 
to come down from the hills for domiciliary treatment with the 
twenty injections that are required. Treatment therefore is pro- 
vided as close as possible to their homes and villages, in some 
cases making use of health teams. A referral system involving the 
mission hospital at Hiranpur and the government hospital has 
been worked out. 


The project has now entered the second year of funding and the 
expected outcomes are : 


A better understanding of the epidemiology of Kala Azar 
and appropriate strategies for addressing this disease; 


Reduction of the incidence of Malaria as well: 


Control of the sandfly vector through intensive spraying; 


Promotion of a simpler diagnostic test. 


Advocating these strategies to government and other agen- 
cies involved with Kala Azar. 


ACTIONAID organised a conference on Kala Azar on the 25th. 
and 26th. April 1995 at Delhi. This comprised government 
health staff responsible for Kala Azar control and other agencies 
concerned with this issue. The objectives of the workshop were: 


- to share experiences on Kala Azar control especially that of 
NGOs and technical institutions; 


to review the national policies on Kala Azar control and 
identify the key issues; 


to examine the epidemiological aspects of the disease with 
respect to diagnosis and treatment; 


to discuss the strengths and weaknesses of alternate 
strategies adopted in Kala Azar control; 


to formulate policy/ strategy recommendations. 


Issue Based Interventions: Issue based interventions over a larger 
geographical area have become a new means of influencing Govern- 
ment and other (especially bilateral and multi-lateral) development 
agencies. ACTIONAID’s involvement in the community participation 
activities of the World Bank sponsored drinking water and sanitation 
programme in Karnataka has demonstrated the usefulness of such a 
strategy (See Box). 
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COMMUNITY PARTICIPATION IN KARNATAKA INTE- 
GRATED RURAL WATER SUPPLY AND ENVIRONMENTAL 
SANITATION PROJECT 


The Government of Karnataka with the f. inancial assistance of the 
World Bank has undertaken an Integrated Rural Water Supply 
and Environment Sanitation programme in 1200 villages in ten 
districts of Karnataka. The project lays a heavy emphasis on the 
involvement of the community, facilitated through NGOs. 
ACTIONAID India with its two partner NGOs, Samuha and 
Development Promotion Group, has joined this effort in two 
districts, namely, Raichur and Bellary. 


Participatory Rural Appraisal methods have been adopted exten- 
sively to mobilise the people and make them participate in the 
planning and implementation of the project, in conflict resolu- 
tion, and in the orientation and sensitisation of the government 
Officials to people’s needs. 


In these two districts, over the last year, the two NGOs have 


- adopted different methods to devolve community participation 


activities. 


DPG has conducted its PRAs in a speedy and dynamic style in 
order to exploit the enthusiasm of the community. PRAs were 
conducted in all the 29 villages and subsequently Village Water 
Sanitation Committees (VWSCs) were formed at the end of each 
PRA exercise. Each VWSC consisted of eight members including 
two SC/ST and two women. Follow up visits are being made to 
mobilise cash contributions and sustain their mood and enthu- 
siasm in participatory activities. 


Samuha, on the other hand, is following an intensive though slow 
style of mobilisation of people so that it could be sustainable in 
the long run. There is a full time facilitator for each village. In all 
the 26 villages the PRAs are completed. Samuha did not go ahead 
with the formation of VWSCs. Instead, Grama Sabhas were 
formed to ensure the involvement by the entire community 
represented by a few members. Grama Sabhas had 16-18 
members, of which 50% were represented by women. Formal 
VWSCs would be formed after 50% of the agreed contribution was 
mobilised. While a majority of the villages have revised their 
technical plans, those villages which have completed the formal 


"agreements too are waiting for the implementation process to 


begin. 


Cash contributions are being collected, though in quite a few 
villages this process has been suspended as people want the 
construction work to be started. There have also been a number 
of problems in getting the requisite support from the government. 


ACTIONAID India supported the community participation activi- 
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ties in the two districts as it was a new experience working with 
the government with a view to influence government policies. 
Based on the last one year’s experience, ACTIONAID India has 
decided to continue working in the project for the second phase 
involving the two districts as a whole. The future holds the 
promise of a rich and rewarding experience of influencing the 
government, empowering communities on a district level, anda 
great deal of learning. ACTIONAID India’s participation in the 
project has the following expected outcomes: 


Understanding the institutional dimension of community 
participation, especially the role, and sustainability of 
Village Water Sanitation Committee (VWSC), particularly 
in the context of the new panchayat legislation. 


Demonstration of areplicable model of community partici- 
pation in the planning and management of water and 
sanitation projects including community contribution. 


Being an issue based programme spread over a larger area 
(district) compared to the integrated development ap- 
proach, this provides a lot of scope for working with and 
influencing the Government. 
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5. ACTIONAID INDIA’S STRATEGIES IN THE HEALTH 
SECTOR 
5.1 Aim: 


To analyse and address health related causes of poverty among the 
poorest communities of our country through micro and macro level 


action. 


5.2 Objectives : 


a) To build awareness in the community on 


b) 


Cause, prevention and treatment of diseases; 


Basic health rights of the community and statutory 
services expected of the government health care delivery 
system in preventive, promotive and curative aspects; 


Need for community participation and management of 
health care systems at the village level. 


To build and strengthen local capabilities in prevention and 
control of diseases, e.g. by training of the local dais and 
community health workers, and in the management of local 
infrastructure/systems/institutions; 


To facilitate linkage with the different government health 
systems in the preventive and curative aspects; 


To work towards improving the health status of the commu- 


- nity by measures directed at reducing mortality and morbid- 


ity amongst families with whom ACTIONAID works, by 
integrating health care work with other developmental activi- 
ties; , 
Toinnovate and evolve alternative strategies and approaches 
in health care interventions; 


To document experiences and to disseminate lessons learnt 
for programme enhancement and for influencing change 
agents, especially the government, both at policy making and 
policy implementation levels; 


To provide health care relief to victims of disasters /emergen- 
cies in the vicinity of our micro projects and in areas of our 
comparative advantage; 


To encourage and revive the traditional system of medicine 
in the community; 


To address the health problems specifically affecting women 
in the community. 


5.3 Strategy for Intervention 
5.3.1 Micro level 


The basic strategy of ACTIONAID’s micro level interventions will be to 
equip the community to beable to leverage government health services. 
This can be achieved by first creatin ga demand for health care services 
among the communities through health education and certain basic 
health care interventions, and by facilitating the building of linkages 
between the communities and the government health system. 
ACTIONAID will also seek to influence the formal health care system by 
demonstrating practicable quality primary health care at a reasonable 
cost. Efforts will be made to demystify technology, and to advocate and 
promote traditional medicine systems. Emphasis will also be placed on 
building local capabilities. 


Demonstrative quality primary health care 


The health programmes initiated will be specific to each project area 
according to the needs of the community identified and the capacities 
of the NGO. A detailed situational analysis should be carried out to 
understand the mobidity, mortality, disability patterns in the commu- 
nity and its relationship with socio-economic, cultural and political 
factors. The area of health care intervention will be taken up only when 
one is able to address it with certain minimum quality. For example, if 
the area of intervention identified is maternal health, then it would 
involve, ante-natal registration, actual provision of ante-natal care, 
delivery, including help to at risk mothers in availing good obstetric 
care, post-natal care, etc. Of the above, some of the services may be 
directly provided by the project (e.g. ante-natal care, normal delivery by 
the training TBA), while for some activities it may act as a facilitating 
and support agency (e.g. providing prompt transport to the nearest 
district hospital for obstetric care). The idea is to demonstrate the 
practicality of low cost quality health care, with a view to influence the 
formal health system. 


The health care intervention in the micro projects will be integrated with 
other social and economic interventions. This will be done both at the 
programme level and the operation level. For example, the nutritional 
health programme (identification of nutrition deficiency, nutrition 
education, treatment of malnutrition etc.) will be integrated with other 
‘related programmes (food security, agricultural development, etc.). 


For the necessary training, research, documentation and other inputs 
in the health work being done, the micro projects need support from 
specialised resource agencies. For this purpose ACTIONAID will create 
or support the existing resource agencies in the regions where micro 
projects are active, to meet this need. 


ACTIONAID will also support innovations in micro projects for training: 
of health workers and traditional health practitioners in the method- 
ology of delivery of health care, in institutionalising the collaboration 
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with the government and private sectors, in creating institutional and 
other structures for sustaining the health care work and its impact and 
so on. This strategy would help in building up a model for influencing 


government agencies. 


Capacity building 


With the help of available resource agencies/individuals, ACTIONAID 
will facilitate the training of project staff in basic health care manage- 
ment. Subsequently, the project staff should, using local resource 
persons, train the village level workers, traditional dais and others. The 
training programmes should focus on health education, basic hygiene, 
MCH, health rights of the community, and the need for community 
mobilisation on health issues. 


5.4 Programme Strategies 
Maternal and child health 


MCH care is primarily the responsibility of the formal health services 
of the government (immunisation Vitamin ‘A’, de-worming, care of 
pregnant women etc.). Efforts should be made wherever possible to link 
with the government services to enable access of these programmes by 
the community. In exceptional cases where there is no health care 
delivery system available within easy access to the community, basic 
health services can be provided in order to create demand. In this case 
each programme should have all the components in place, and should 
be of acceptable quality. 


For example, if intervention is in the area of maternal health, then it 
would involve, ante-natal registration, actual provision of ante-natal 
care, delivery, including help to at-risk mothers in availing good 
obstetric care. 


Women’s health 


ACTIONAID will also address aspects of women’s health through 
research and documentation which will study the common diseases 
afflicting women in our project areas, and the services available for 
these problems, with a view to advocating measures for increasing 
access and quality of services for addressing women’s health problems. 


Communicable diseases 


This refers to diseases like malaria, Kala Azar, TB, Cholera etc. Efforts 
should be made to tie up with the relevant health departments for case 
detection, diagnosis and treatment. ACTIONAID will build up the 
capacities of the NGOs in epidemic preparedness, prevention and 
health education. The projects are encouraged to undertake alternative 
control strategies ina systematic and scientific manner for learning and 
replication. 


HIV/AIDS 


In the field of HIV/AIDS, ACTIONAID projects will work towards 
creating an awareness among the community about the disease and 
the modes of spread of the disease. The HIV/AIDS programme of 
projects should be a part of their sexually transmitted diseases (STD) 
control programme. Projects should also aim to identify, collaborate 
and network with the local NGOs and government on this issue. 


Traditional Systems of Medicine 


ACTIONAID will encourage projects to use their group organisation 
infrastructure for the propagation of traditional health culture. It will 
work towards creating an awareness of the importance and efficacy of 
this system. 


ACTIONAID will provide support in organising micro level workshops 
for the NGOs for promotion of herbal medicines, and in building up the 
skills of the traditional healers. Resource materials on TSM will be 
disseminated to the projects and will facilitate the process of experience 
sharing of the DAs. In order to promote safe practices, it will be ensured 
that treatment through TSM passes through scientific validity. 


ACTIONAID will look at issues related to patent rights and its implica- 
tions for the use and implementation of TSM, which will form a part of 
its effort on advocacy. 


Efforts will be made to collaborate with other agencies so as to generate 
a concern for the environment, forest protection and preservation of 
valuable medicinal plants. ACTIONAID will work towards documenting 
the usefulness of herbal medicines and disseminate this information 
widely. 


Curative health 


Training of community health workers on diagnosis (flow chart type) 
should be done as a first step before commencing treatment with 
whatever systems of medicine. This is recommended only if there is no 
access to government health services. No drugs should be provided free 
of charge except in a few exceptional cases. All details of treatments 
should be maintained by the health workers according to the prescrip- 
tions of the Consumer Protection Act. 


Water and Sanitation 


ACTIONAID will encourage community participation for management 
and control of water sources, and will also encourage linkages with 
government departments and other bilateral agencies in the water 
sector like DANIDA, the Netherlands assisted projects, the World Bank, 
etc., for better delivery systems of water and sanitation. 
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ACTIONAID will also assist in building up the skills of the DAs to provide 
safe drinking water to the communities by conducting studies on water 
quality, both bacteriological and mineral contents, and suggest rel- 
evant remedial measures. 


Urban health 


In projects located in urban areas ACTIONAID will work towards 
ensuring that communities it works with are provided health services 
available from the government and other agencies. 


ACTIONAID will establish links with specific departments responsible 
for the health services in these communities and collaborate with them 
so as to increase coverage. 


Health education including information on accessing services being 
provided by government and other agencies will be an important 
activity. Community mobilisation aimed at improving the environmen- 
tal sanitation of the area will constitute another important activity. 


The care of workers with respect to conditions in their place of work 
which have a detrimental effect on their health will also be examined. 
Contact will be established with employers and working environments 
will be studied with a view to recommending safe working conditions. 


Disability Interventions 


ACTIONAID will assist the projects in undertaking situation analyses 
and need assessments of the disabled in the community. Linkages with 
government health institutions for secondary and tertiary level care will 
be encouraged. The projects will ensure that skill development at the 
community level as a follow up to basic physiotherapy and orthotics 
of the disabled is provided. Vocational rehabilitation of the disabled will 
be supported. 


ACTIONAID will strive to analyse the causes of childhood disabilities 
and its prevention through proper ante-natal and intra-natal care. 


Areas of disabilities due to lathyrism in certain pockets of U.P. will be 
Studied and the issue will be taken up for advocacy. Disabilities due to 
skeletal fluorosis will be studied and intervened in affected areas. 


Health Education 


Attempts on health education should be targeted at children as a part 
of school health programmes with special emphasis on the girl child. 
Health education should be relevant to the problem analysis in the 
community, and should be done in a systematic manner. 


5.5 Macro Level 
Rational Health Care Policy 


The preparation of well researched educational material for policy 
makers as well as people in general has been found to be useful for 
creating public awareness on health and also to mobilise public opinion 
for policy changes. In health, the data and information system with 
regard to the private sector and inadequate reporting of morbidity and 
mortality is often a problem. ACTIONAID will therefore support 
research aimed at identifying gaps in the available databases and will 
indicate measures to overcome this. 


Given the domination of the private sector in health care and the 
vulnerability of the health care users, ACTIONAID will support efforts 
by the voluntary organisations to provide rational health care informa- 
tion, demystification of medical practices, the information on the 
quality and cost of health care etc. with a view to empower users vis- 
a-vis the health care providers. 


Research and Documentation: 


ACTIONAID will support research and documentation of the effect of 
the new economic policies on the health sector and on the health status 
of people both at micro and macro levels. 


ACTIONAID willsupport research which could contribute in developing 
a model for health care services. Such a national level model should try 
to scientifically demonstrate. how the Public, Private and Voluntary 
sectors will be integrated in a uniform national system, its financing, 
decentralised control mechanism, and the universality of access to all, 
irrespective of people's ability to pay. 


ACTIONAID will support efforts at research and documentation in the 
traditional medical systems practised by the local community, (particu- 
larly by the tribals, for which no scientific documentation is available), 
their therapeutic basis, on the health aspects of these systems and on 
the problems and popular demand of these systems. 
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5.5.1 Influencing, Advocacy and Networking 


ACTIONAID will support advocacy for pro-poor health policies and 
their implementation at the level of policy makers, middle level manag- 
ers, opinion makers and for building popular opinion in their favour. 


ACTIONAID will support projects, networks and other efforts at using 
information, databases, experiences, findings from its micro projects, 
research and documentation, educational efforts etc., and also from 
the other agencies for carrying out systematic, practical and long term 
advocacy in the health sector. 


ACTIONAID will support network formation by various agencies on 
specific advocacy campaigns, educational efforts, research and docu- 
mentation, etc. in order to create a stronger macro level impact of the 
work undertaken, to avoid duplication and to promote sharing of 
information and skills. 


Networking and multiplying the impact at the national level will 
demand the combined efforts of other compatible actors in the field for 
providing financial and other support to the many NGOs participating 
in thenetwork. ACTIONAID will strive to form coalitions with other such 
players for drawing together resources and skills for commonly agreed 
objectives. 


ACTIONAID will also try to link up with the government and its regional 
and local agencies/structures for providing concrete support (finan- 
cial, technomanagerial, research, documentation etc.) in the imple- 
mentation of health care work and programmes. Especially in the 
ACTIONAID project areas, such efforts would help the projects in 
creating conditions for sustaining the health impact. 


ACTIONAID will also provide support for continuing education, moti- 
vating, organising and equipping the paramedical and community 
based health care workers in the health system. The empowerment of 
the lower level grass roots health care functionaries would help to an 
extent in reaching primary health to the disadvantaged masses in the 
rural areas. 


The major advocacy issues which ACTIONAID will support are: 


Rational drug system. 
Better primary health care. 
Consumer consciousness. 


Influencing government on effective management practices 
in primary health care. 


5. National Health Programmes in influencing the design, 
drug/treatment regime etc 


Greater NGO participation in monitoring natural calamities. 


7. Special areas of intervention: control of malaria, kala azar, 
tuberculosis etc. 
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An abstract of a report on the study of the knowledge, attitudes and skills of community 
health workers in Vachan’s Health Programme followed by a report on the study of the 
community’s opinion about the community health workers 


First contact care (FCC) isanimportant concept in community health services in both urban and rural 
contexts. Vachan, an NGO, working in the tribal belt in West Maharashtra, realised that FCC needs 
to be outlined in some detail and wanted to explore the strengths and weaknesses of the means that 
needed to be employed for realising FCC. In Vachan, the rural health programme banks upon CHWs 
and therefore their knowledge, skills and attitudes/beliefs related to health care were studied. 


Vachan’s Community Health worker programme 


Vachan began its CHW programme in 1986. Special emphasis was laid right from the beginning on 


the teehnical component/inputs of the programme. Training input to CHWs include week long 
training programmes and monthly meeting days which are utilised for training inputs. 


The KAS (Knowledge, Attitudes and Skills) sheet was formulated in the case of Pneumonia. The 
exercise of preparing morbidity profiles of the community by pooling the ratings of CHWs has helped 
in outlining FCC. The profiles prepared by this method match reasonably well with actual profiles 
emerging from the study of records of CHWs. Knowledge tests, with a sound basis in the form of FCC 
outlined in KAS sheet, have been an important outcome of this study. Listing, classifying and detailing 
of essential skills has been done in this study, in order to enable us to test the CHWs. The listed skills 
were then tested under simulated clinic conditions by two independent evaluators. The attitude 
gauging exercise was carried out to realize how CHWs think about many health related issues. It is 
a noteworthy point that Vachan’s CHWs do not feel inferior to ‘rural doctors’ in most respects except 
the advantage the latter have by virtue ofinjectables. Besides this, there are anumber of attitude-areas 
identified that can be the basis of specific actions in the form of training, supervision etc. 


COMMUNITY OPINION 


The study of community opinion about CHW services has the following salient features:- 


(1) The community in Vachan villages banks on CHWs more than on rural doctors and believe that 
CHWs can cure some illnesses; (2) the list of illnesses treated by CHWs is almost the same as that 
of rural doctors; and (3) the community continues to retain a penchant for injections. 


Responses to four specific questions put to the community about the CHWs, effectivity of the CHWs 
as rated by the community, the states preference for agency for First Contact Care and the actual 
usage of these agencies during the last year were also included in the study. 


Limitations 


The major limitations of this study are that it does not survey the entire area of long term health 
impacts of the programme, resource constraints, and absence of control population. 


To conclude, a meaningful FCC, which is a critical pre-requisite of national health care, is a real 
possibility even through a CHW programme, provided the needs, tasks and problems are adequately 
met. Vachan’s CHWs, even though only a few in number, have moved down the path of realising this 
potential. 
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